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Abstract

Purpose –The purpose of this study was to develop a multi-component counseling program and examine the
short-term effects of an 8-session program.
Design/methodology/approach – This present study was a research and development of a multi-
component counseling program for enhancing resilience. The concept of resilience was reviewed based on a
synthesis of existing research, together with an exploration of qualitative data derived from an interview with
ten caregivers of older personswith dementia. Six domains of resiliencewere identified: physical, relationships,
emotional, moral, cognitive and spiritual; which were then used to develop the eight-week program. The
program was examined by a panel of three experts for content validity, which yielded an index of 0.87. The
program was then tried out with 60 caregivers recruited and assigned 30 caregivers in the intervention and
control group. The Caregiver’s Resilience Scale (CRS) was used by trained nurses to evaluate the program and
data were analyzed using repeated measures ANOVA.
Findings – The results indicated that the resilience scores of the participants in the intervention group were
statistically significantly higher than those of the control group at one month after program participation and
at the follow-up three months later (p < 0.05).
Originality/value – It could be concluded that the program yielded support for the evidence-based practice of
non-pharmacological intervention. The program would be suitable as a clinical practice guideline to provide
help to caregivers of older persons with dementia at the outpatient setting.
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Introduction
At present, advances in medical technology in Thailand have improved both medical
treatment and diagnoses. The development of public health services, such as health
promotion and healthcare, focus on populations in certain age groups with the aim of
decreasing mortality rates and increasing people’s longevity. As a result, the change in the
population pyramid toward an aging society has been expected, and it is estimated that by
the year 2027, nearly 17 million Thai people will be in the elderly population [1]. In fact, there
is a high incidence of the physical illness of dementia that is associated with elderly people
and longevity, an illnesswhich affects both the physical and psychological wellbeing ofmany
in the aging population. Dementia is a part of the global cognitive impairment issue
associated with aging. It does not result in alteration of an individual’s consciousness, but
leads to functional decline in elderly persons [2]. In general, dementia progresses over time,
causing both behavioral and psychological symptoms of dementia (BPSD) in those who have
developed the illness. The BPSD syndrome is composed of psychological symptoms
(delusion, hallucination, misperception, sadness, apathy, anxiety and change in sleep
patterns) and behavioral symptoms (wandering, agitation, catastrophic reaction,
complaining, dis-inhibition, intrusiveness and negativism). When an older person has
BPSD, their symptoms can be a cause of both stress and distress in caregivers, particularly
when the patients exhibit cognitive and functional decline [3].

Furthermore, previous studies have shown that the effects of dementia on caregivers
include chronic stress, depression, distress, decreased quality of life, loss of social relationship
and impaired immunologic and hormonal functioning, all of which are outcomes which are
collectively perceived as the “caregivers” burden’ [4, 5]. However, it is worth noting that some
research studies have reported positive effects resulting from caregivers, which include
psychological wellbeing, satisfaction, good attitude, perceived good relationship, self-esteem
and self-appreciation [6]. The factors that are related to the caregivers’ burden include levels
of activities of daily living (ADL), instrumental activities of daily living (IADL), BPSD and
impaired cognition when dementia progress decreases ADL, poor cognition and increased
BPSD, all of which are factorswhichmanifest how older persons become highly dependent on
their caregivers for complete assistance [7, 8].

In order to prevent caregivers’ burnout, their physiological and psychological stress levels
need to be reduced, and their ability to confront caregiving tasks for demented older persons
living at home needs to be promoted. A review of previous research associated with the
caregivers’ burden issue has revealed that resilience is one of the key buffers and protective
factors protecting caregivers against burnout and strain, as resilience is able to decrease
caregivers’ burden and distress [9, 10]. These “resilient” caregivers have good coping abilities
and can develop strength from the stress and trouble that they are facing. In addition,
caregivers who have resilience, also have the ability to seek meaning, goals and values when
dealing with complicated situations [11, 12]. Enhancing resilience through a specific program
is one of the ways that aims to assist and support the caregivers of persons with dementia.

A review of existing research has shown that a multi-component program appears to be
more effective to enhance caregivers’ resilience, as it offers a combination of counseling,
support and education [13]. Moreover, the program should be structured to include multi-
component interventions and positive outcomes for both caregivers and older persons with
dementia [14, 15]. The multi-component interventions appear to be more effective than
narrowly focused ones and programdesigned for individual needs appearmore effective than
generic program [16]. The elements of multi-component caregivers’ interventions involve
active provision of information, didactic instruction and role playing. The statistically
significant effects of multi-component interventions could improve the caregivers’
performance regarding self-efficacy, depression, subjective wellbeing and perceptions of
burden [17].

JHR
36,5

814



It is worth noting that most studies on caregivers’ resilience have been conducted in
western countries and, at present, no research has been done on enhancing resilience with
Thai caregivers of older persons with dementia. Furthermore, before designing the program,
factors related to enhancing resilience should be considered. These factors include cultural,
religious and Thai caregivers’ socio-demographic characteristics, as well as the clinical
characteristics of older persons with dementia, the contexts of health services and
characteristics and settings of healthcare professionals.

In this study, tailoring the program to serve individual caregivers’ needs and timing so
that individual personal learning and coping skills would be supported. Caregivers of older
persons with dementia received health education and support in the form of information,
skills practices, coping strategies and individual health counseling, all of which enabled
caregivers to handle their caregiver role.

Methods
This present study was a research and development aimed to develop a multi-component
counseling program and examine the short-term effects of an eight-session program. The
methodology of this study was divided into two phases. The first phase was program
development and the second was the examination of the short-term effects of the eight-
session program (Figure 1).

Phase 1: program development

Step 1: Establishment of the domain structure of the multi-component counseling
program.

The program was developed by the researchers. The concept of resilience theory [18] was
reviewed based on a synthesis of existing research, together with an exploration of
qualitative data derived from an interview with ten caregivers of older persons with
dementia. Six domains of resilience’s theory were identified as physical, relational, emotional,
moral, cognitive and spiritual; these were then used to develop the program. The program
was tailored with eight sessions of the intervention, including: session one: engagement;
session two: promoting self-care; session three: communication skills training; session four:
relaxation techniques; session five: managing physical care; session six: managing skills
training; session seven: religious support; and session eight: termination.

Step 2: Evaluation of the quality of the program.

The quality of the program was validated by three experts: two were psychiatrists who had
specialized in geriatric psychiatry, and one is a psychologist who specialized in psychology

Week Session Program
1 1 engagement

2 2 promoting self-care

3 3 communication skills 

training

4 4 relaxation techniques

5 5 managing physical care

6 6 managing skills training

7 7 religious support

8 8 termination

Figure 1.
Multi-component

counseling program for
enhancing resilience
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andwho had experience related to program counseling. These experts examined the program
in terms of accuracy, language use and internal consistency with definitions of terms. Using
the Content Validity Index (CVI) a rating equal to 0.8 or higher indicated that the programwas
valid [19]. These experts examined the program in terms of accuracy, language use and
internal consistency with definitions of terms. The validation form for content validity
required the three experts to give their opinions and comments on the relevancy and clarity of
the contents by giving professional scores using a “four-point rating scale” (15 not relevant,
2 5 somewhat relevant, 3 5 quite relevant and 4 5 very relevant).

Phase 2: examine the short-term effects of the eight-session program
The participants whomet the inclusion criteria consisted of 60 caregivers; 30 caregivers were
assigned to an intervention group and 30 caregivers to a control group. All participants were
informed of the study’s objective and the procedure for data collection. They were also given
an opportunity to ask questions in order to clear any doubts, and consent forms were signed
following the researcher’s explanation.

The control group (n5 30) received standard care, including individual health education
and a caregivers’ handbook about caring for older persons with mild to moderate dementia.
They were asked to complete the Caregivers’ Resilience Scale (CRS) three times: the first time
at baseline (T1), once again after two months (T2) and for the last time after three months
were followed up (T3).

The intervention group (n 5 30) participated in the eight program sessions (duration
45 minutes to 1 hour per session, over 8 weeks), organized by the program in parallel with the
control group and conducted by researchers and nursing assistants.

Each session of the program emphasized the sharing of caregivers’ experiences,
support, learning principles of modeling, role playing, practice and feedback and homework
assignments. The program was conducted with individual health counseling by
the researcher and the researcher’s nurse assistants. For this group, the participants were
asked to complete the CRS three times: the first time at the baseline (T1), once again after
completion of the eight weekly individual sessions (T2) and after three months at the
following up (T3).

Study design
The study design was a quasi-experiment.

Setting and sample
The research setting was the Memory Clinic and Medical-neurological Clinic at the Out-
Patient Department of Surat Thani Hospital, located in Surat Thani Province, Thailand,
which has the responsibility for taking care of dementia patients in the upper southern area of
Thailand. The target population consisted of primary caregivers of older persons who had
been diagnosedwithmild tomoderate dementia, or any subtypes of dementia, from February
2016 to August 2016.

The participants were recruited by purposive sampling based on the inclusion criteria set
as follows: (1) they were a primary caregiver who provided the majority of care to older
persons with dementia for at least eight hours per day; (2) they were between 20 and 60 years
of age; (3) they were primary caregivers of older persons withmild tomoderate dementia who
had been diagnosed by a neurologist; (4) they were able to speak and understand the Thai
language; (5) they were able to participate in all eight sessions of the program; (6) they had
their first experience of their caregivers’ role; (7) they had been providing care to older persons
with dementia for at least sixmonths; and (8) theywere living in Surat Thani Province. On the
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other hand, the exclusion criteria were: (1) they received other treatment to control their
mental illnesses including mood disorder and anxiety; and/or (2) they were hired caregivers.

The sample size calculation was based on the power analysis for experimental research,
with the desired standard power of 0.80 as the minimum acceptable power for the study [20,
21]. The minimum level of significance was set at 0.05 and the effect size was equal to 0.5
(medium effect size), with an additional 20% for attrition. Therefore, the final sample size was
30 participants in each group, and the total number of participants of the study was 60.

Data collection
The instruments used in data collectionwere: (1) a demographic data questionnaire composed
of 12 closed-ended questions; (2) the CRS composed of 30 items arranged in a 4-point rating
scale ranging from 0 to 3. The scoring criteria for positive statements were as follows: 05 not
true, 1 5 sometimes true, 2 5 frequently true and 3 5 mostly true. On the contrary, the
criteria for negative statements were as follows: 0 5 mostly true, 1 5 frequently true,
2 5 sometimes true and 3 5 not true.

Ethical consideration
Protection of human subjects was sought from the Institutional Review Board (IRB), the
Ethics Review Committee for Research Involving Human Research Subjects, Health Science
Group I, (ECCU1) Chulalongkorn University (COANo. 063/2557) and the Ethics Committee of
Surat Thani Hospital. The participants were approached and informed of the study.

Data analysis
Descriptive statistics including frequency distribution, percentage, range, mean and
standard deviation were used to describe the socio-demographics data. In addition, the
independent t-test and chi-square test were used to analyze continuous and categorical
variables to compare baseline data between the intervention group and the control group.
Data of caregivers’ resilience were analyzed using repeated-measures analysis of variance
(repeated-measures ANOVA). Repeated-measures ANOVA were employed to examine the
effects of the treatment by time and the patterns of change. Univariate assumptions
regarding the dependent variable were analyzed for normality and homogeneity of variance.
Assumptions of the Mauchley’s test for sphericity were met. The mean scores of resilience of
caregivers obtained during the baseline (T1), onemonth (T2) and threemonths follow-up (T3)
were compared using the F-test with repeated measure ANOVA. Significance for the
Repeated-measures ANOVA analysis was set at p < 0.05. Data checking for missing values
and outliers was done before analysis.

Results
The first phase - the CVI - was equal to 0.87. In the revision process, the programwas revised
and improved by the researcher based on the comments and recommendations of the experts.
The managing physical care session was revised using the usual guideline on care of ADL
and IADL. The contents of the “managing skills” training session were changed, with an
addition of a guideline on problem-solving and a revision of the contents of a case study to
facilitate role playing and to ensure effective management.

The results revealed that there were no statistically significant differences in baseline
demographic characteristics between the intervention and control groups (Table 1).

The mean scores of the participants in the intervention group increased at baseline (T1),
one month (T2) and three months (T3) (mean5 43.30, SD5 12.82; mean5 75.00, SD5 13.30;
and mean5 80.37, SD5 18.46, respectively). The control group at baseline (T1), one month
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Variables
Intervention group

(n 5 30) n(%)
Control group (n5 30)

n(%) T-test χ2- test p-value

Gender
Male 5 (16.67) 6 (20.00) 0.49 0.58
Female 25 (83.33) 24 (80.00)

Age (yrs.)
<40 6 (20.00) 5 (16.67) 0.68 0.56
40–50 15 (50.00) 14 (46.67)
51–60 9 (30.00) 11 (36.66)
Mean (SD) 48.56 (8.56) 49.60 (10.13)

Education
Lower than bachelor 25 (83.33) 26 (86.67) 5.06 0.08
Bachelor’s degree 5 (16.67) 4 (13.33)

Occupation
Agriculturist 24 (80.00) 25 (83.30) 0.16 0.92
Trader 4 (13.30) 3 (10.00)
Government official 2 (6.70) 2 (6.70)

Religion
Buddhism 25 (83.30) 26 (86.70) 0.13 0.72
Islam 5 (16.70) 4 (13.30)

Average family income (baht per month)
10,000–25,000 20 (66.67) 21 (70.00) 2.37 0.77
25,001–40,000 10 (33.33) 9 (30.00)

Vacation
Yes 30 (100) 30 (100) NA

Marital status
Single 1 (3.30) – 2.35 0.50
Married 28 (93.40) 27 (90.00)
Widowed 1 (3.30) 3 (10.00)

Number of hours of caregiving (per day)
6–12 18 (60.00) 17 (56.67) 4.96 0.20
13–18 9 (30.00) 11 (36.66)
19–24 3 (10.00) 2 (6.67)

Relationship with older persons with dementia
Spouse 2 (6.67) 2 (6.67) 4.16 0.82
Son 5 (16.67) 6 (20.00)
Daughter 23 (76.66) 22 (73.33)

Duration of caregiving (months)
24–36 19 (63.30) 17 (56.70) 1.45 0.35
37–48 9 (30.00) 10 (33.30)
49–60 2 (6.67) 3 (10.00)

Responsibility for care
Alone 5 (16.67) 4 (13.33) 5.30 0.88
Having assistance from
others

25 (83.33) 26 (86.67)

Note(s): NA 5 not applicable

Table 1.
Demographic
characteristics of
participants in the
intervention group and
the control
group (n 5 60)
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(T2) and three months (T3) (mean 5 44.67, SD 5 12.56; mean 5 70.17, SD 5 13.02; and
mean 5 74.27, SD 5 11.42, respectively) (Table 2).

The statistically significant difference by group alone was at the 0.05 level (p > 0.05)
(Table 3). Pairwise comparisons in the overall intervention group’s mean scores of resilience
obtained at baseline (T1), one month (T2) and three months (T3) were statistically
significantly different (p < 0.001).

Discussion
From the results, most caregivers of older person with dementia are women and a daughter.
There are a few who are sons. Sons’ caregivers have a greater burden of care than husband
caretaker. Although it takes less time to take care of it. Including having problems, difficulties
and stress in taking care of parentswith dementia. There is also a lack of intervention support
programs [22].

The mean scores of the participants in the intervention group increased at the baseline
(T1), one month (T2) and three months (T3), suggesting that the multi-component counseling
program could be used to enable caregivers to cope effectively with dementia in the elderly
and could enhance those caregivers’ resilience levels which are supported by previous meta-
analysis study about effectiveness of non-pharmacological interventions for informal

Time point Intervention group mean (SD) Control group mean (SD) Total mean (SD)

Baseline 43.30 (12.82) 44.67 (12.56) 43.98 (12.76)
1 Month 75.00 (13.30) 70.17 (13.02) 73.58 (13.16)
3 Months 80.37 (18.46) 74.27 (11.42) 78.68 (13.09)

Note(s):At baseline (T1), one month (T2) and three months (T3) after entering the program by time between
the intervention group (n 5 30) and the control group (n 5 30)

Source SS df MS F p-value

Time 413.200 2 206.600 156.570 <0.001
Time X group 168.400 2 84.200 63.810 <0.001
Error (Time) 153.067 116 1.320

Note(s): At baseline, one month, and three months after entering the program by time between the
intervention group (n 5 30) and the control group (n 5 30) (Test of within-groups)

23.3 25

29.1

24.67
26.17

26.27

0
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35
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Control

Table 2.
Comparison of

resilience scores

Table 3.
Comparison of

resilience scores (Test
of within-groups)

Figure 2.
The mean scores of

resilience between the
intervention group and

the control group at
baseline (T1), one

month (T2) and three
months (T3)
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dementia caregivers [23]. Additionally, resilience could increase caregivers’ competence; self-
care efficacies were promoted to ensure the continued provision of suitable care. Remarkably,
there was a significant difference in resilience scores at 3 months between the intervention
and control groups. This differencemay be explained as resulting from the eight intervention
sessions. The intervention group participated in the program for a period of eight weeks and
these interventions were like the six domain of resilience that appeared adequate
reinforcement, which were the eight components of the program that could enhance
resilience and clear instruction.

The result from this study is congruent with a previous studywhich reported that reduced
caregivers’ impact from caregiving elderly with behavioral and psychological symptoms of
dementia such as depression and improve quality of life [24, 25]. Moreover, the conclusion
from the systematic research review showed that using practical skills and discussion for
effective intervention could improve caregivers’ knowledge and communication [26, 27].

Specific interventions are needed for improved quality of life and psychological wellbeing
for caregivers of older persons with dementia, specifically, as their resilience levels increased.
The Multi-component Counseling Program is an alternative to the Thai caregivers of older
persons with dementia.

Conclusion
The results confirmed that the multi-component counseling program was effective to
enhance resilience in caregivers of older persons with dementia in Thailand. This study
would be significant to healthcare professionals, especially physicians, nurses and other
healthcare professionals, as the findings of the study could be implemented in the clinical
practice guideline.

Limitation and recommendations
This studywas a short-term program, and the duration of the studywas not long enough for a
comprehensive evaluation of the effectiveness of the program in such areas as prevention of
depression or decrease in caregiver burden. Thus, a longitudinal study using a mixed-method
research design should also take place. For example, a study may combine a controlled trial
with a longitudinal study, with a longer follow-up period. Also, a qualitative research
approach is recommended to examine the long-term effects of amulti-component program, not
only on improvement of resilience but also on prevent of depression and decrease in burden.

Also, the future program should be designed to include specific interventions such as
communication skills training, managing physical care and managing skills training.

Conflicts of Interest: None
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